xas 


DGES NOT CinCULATE 
OF MICHIGAN 


DEC 15 1954 


MEDICAL 


LIRPAPY 


MEDICINE 


OFFICIAL JOURNAL OF THE SOUTHWESTERN MEDICAL ASSOCIATION AND EL PASO COUNTY MEDICAL SOCIETY 


Miscellaneous Aphorisms and Memorabilia................ Page 543 
By Andrew M. Babey, M.D., Las Cruces, N. M. 
Convent Therapy — Broad Page 546 


By Jack A. Bernard, M.D., 


Proceedings of the New England Cardiovascular Society 
Cardiac Tamponade: Clinical Experiences and Relief 

By Conger Williams, M. D., and Lamar Soutter, M. D., Boston 


Borderline Findings in Rheumatic Fever Subjects: 

With Special References To Sounds And Murmurs..........................-......- Page..548 
By Allan L. Friedlich, M.D., Boston 

Carbonic Anhydrase Inhibitor, ‘“Diamox,” in the 


Treatment of Congestive Heart Failure... Page 549 
By Alexander Leaf, M.D.; William B. Schwartz, M.D.; 
and Arnold S. Relman, M.D., Boston 


Clinical Notes From Medical Grand Rounds, Pratt Diagnostic Clinic, 


New England Center Hospital, Page 550 
The Southwestern Medical Conference in El Paso............ Page 551 
December (A Special Section with Pictures) 

Monthly Clinical Pathological Conference of El Pose General Hospital............ Page 559 

Frederick P. Bornstein, M.D., Editor — Case No. 

195 q Presentation of Case by Dr. éharles P. C. Logsdi > 
in the Treatment of Cerebral Palsy... Page 564 

Herbert E. Hipps, M.D., Waco, Texas 
. F. Jenness, M.D., Texas Western College, El Paso 


‘Hotyein’® awain:: over BO percent of bacterial infections; 


yet the ihe intestine ie not significantly “iaturbed. 


| 
is 
S W | 
— | 
| 
_++.because its: 
exas 
antibiotic 
| F | RSI spectrum 


wa 


especially for 
moderate and severe 
essential hypertension . . . 


TM, 
Serpasil-Apresoline’ 
hydrochloride _< 


(RESERPINE AND HYDRALAZINE HYDROCHLORIDE CIBA) ‘ 4 


SSA 


Combined in aSingle Tablet 
@ The tranquilizing, bradycrotic and 


mild antihypertensive effects of — 
Serpasil, a pure crystalline alkaloid _ 
of rauwolfia root. 
@ Themoremarked antihypertensive 
* effect of Apresoline and its capacity 
to increase renal plasma flow. i 


"Each tablet (scored) contains 0.2 mg. 
: , of: Serpasil and 50 mg. of Apresoline _ 
hydrochloride. 


SUMMIT, N. J. ae | 


2/2061" 


SRS 


age | 
¢ 
vi 
le 
th 
4 le 
W 
“4 19 
| 
adi 
a 
In| 
per 
fey 
cost 
Side 
rigt 
: flui 
‘ 


DECEMBER, 1954 


SOUTHWESTERN MEDICINE 


Page 543 


APHORISMS and MEMORABILIA 


Miscellaneous Medical Truths and Concepts —(Part Two) 


By ANDREW M. BaBEY, M.D., LAS CRUCES 


44. “It is common for latent lymphatic 
leukemia to have no palpable nodes.” C. 
Keefer, Rounds. 


45. “People who give their various com- 
plaints with eyes closed or blinking are 
usually suffering from a functional disor- 
der.” C. Keefer, loc. cit. 


46. “The wrist joint is a bad place to get 
septic arthritis. Per- 


some diminution in the motion of the dia- 
phragm.” Rigler; loc. cit., p. 774. 


52. “We have observed patients who had 
characteristic symptoms, which were proved 
by the eventual results to be due to acute 
miliary tuberculosis, for as long as seven 
weeks without the roentgenographic observa- 
tion of any abnormality in the lungs what- 
ever, although the patient died of the disease 

eventually. In these ins- 


manent damage with 
limited motion is com- 


tances the tubercles are 
usualy small, less than 


mon because the ioint 
space is so narrow.” C. 
Keefer, loc cit. 


47. ‘‘80 percent of 
cases with left lower lobe 
bronchiectasis have in- 
volvement of the lingu- 
la.” C. Keefer, loc. cit. 


48. “The first casual- 
ty in any war is truth.” 
Source unknown. 


49, ‘‘When throm- 
bophlebitis migrans is 
not adequately controlled 
by anticoagulant therapy 
the possibility of an un- 
derlying carcinoma must 

considered.” A. A. 
Williams; Brittish Med- 
wal Journal; July 10, 
1954; p. 84. 


50. “In the average 
adult as much as 300 ec 
of fluid may be present 
in the pleural cavity 


DR. BABEY’S APHORISMS MAY BE 
COLLECTED IN BOOK FORM 


Repeated suggestions from the 
many regular readers of Dr. Babey’s 
monthly collections of aphorisms and 
memorabilia on medical subjects has 
led the publishers of SOUTHWEST- 
ERN MEDICINE seriously to consider 
reprinting the entire series in per- 
manent book form to be sold for not 
more than $3 per copy. 


If this ‘idea holds sufficient appeal 
to our readers such publication will 
be undertaken. We will appreciate let- 
ters from any readers who would like 
to purchase a volume of Dr. Babey’s 
collected aphotisms sei up in sections 
devoted to the different specialties of 
medical practice. 


Such a book show!d prove of value 
as a quick practical review for the 
busy practitioner and as a guide in 


’ directing him in post-graduate studies. 


If you would be interested in the 
publication of such a volume please 
drop a line to that effect to: 


SOUTHWESTERN MEDICINE 
310 North Stanton Street 
El Paso, Texas 


1 mm. in diameter, and 
not sufficiently numer- 
ous so that the accidental 
superimposition of a 
number of these lesions 
would produce roentge- 
nographic changes.” Rig- 
ler; loc. cit., p. 775. 


53. “It is in the de- 
monstration of nodular 
lesions, such as metas- 
tases, that the roentgen 
examination exhibits its 
most startling accuracy, 
for here the lesions are 
invariably obvious in the 
roentgenogram long be- 
fore the onset of symp- 
toms and long before the 
appearance of physical 
signs. Despite this, le- 
sions smaller than 3 mm. 
are usually not distin- 
guishable. Furthermore, 
larger lesions, up to 8 
mm. in diameter, may 
well be present without 
being obvious in the 


without giving obvious evidence in the usual 
upright posteroantericr roentgenogram ; even 
in the lateral view this much fluid may not 
be clearly visible.” Leo. G. Rigler; J. A. M. 
A.; March 18, 1950; p. 774. 


51. “We have repeatedly demonstrated, in 
persons with an acute attack of pain and 
fever, small amounts of fluid in the inferior 
costal gutter by making a posteroanterior 
roentgenogram with the patient lying on the 
Side of the lesion, although in the usual up- 
right position no evidence whatever of the 
fluid could be discovered. Physical examina- 
tion and fluoroscopic study commonly show 


roentgenogram unless oblique or lateral 
views are made in addition to the usual 
posteroanterior views.” Rigler ; loc. cit., p. 775. 


54, “...some lesions as large as 8 mm. 
in diameter were completely overlooked in 
the ordinary posteroanterior roentgenogram 
because of superimposition on structures 
well out in the axilla, behind the heart and 
over the diaphragm, although they became 
perfectly visible as soon as repeated exami- 
nation was made in a variety of positions.” 
Rigler, loc cit. p. 775. 


55. “Metastases of the miliary type may 
also be completely invisible in the roent- 
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genogram when they are present in insuf- 
ficient number or are of small size. We have 
been able to demonstrate this on a number 
of occasions when normal roentgenograms 
have been made just prior to surgical ex- 
ploration or autopsy. In these cases miliary 
metastases were observed by the surgeon or 
pathologist and confirmed microscopically. 
Therefore, a normal roentgenogram in these 
instances is not conclusive evidence of the 
absence of metastases, since, if less than 2 
mm. in diameter or if miliary in size 
and not numerous, they may not be visible.” 
Rigler ; loc. cit. p. 775. 


56. “Bacterial pneumonias give (X Ray) 
evidences in as short a time as two hours, 
most frequently within six hours and almost 
invariably within twelve hours of the onset 
symptoms.” Rigler; loc. cit.; p. 


57. “Atypical or virus pneumonias may 
give no distinctive roentgen findings for 
twenty-four to forty-eight hours after the 
onset of symptoms.” Rigler, loc cit.; p. 777. 


58. “Acute miliary tuberculosis invariab- 
ly produces symptoms before the develop- 
ment of roentgen signs. The latter may not 
be present for as long as seven weeks after 
the onset of symptoms.” Rigler; loc. cit.; 
p. 777. 


59. “From a roentgenographic standpoint, 
pulmonary infarction may mimic almost any 
other lung disease; there is no characteristic 
site, size, or shape of an infarct although it 
does have a predilection for the lower lobes, 
especially the right; the early idea that all 
infarcts were triangular with the base lateral 
has been disproved.” Radiologic Maxims; 
Miss. Valley Med. J.; Sept. 1953; p. 154. 


60. “Lymphatic carcinomatosis of the lung 
may simulate a diffuse pulmonary fibrosis 
on the roentgenogram.” Radiologic Maxims; 
loc. cit.; p. 154. 


61. “Whenever a hemolytic transfusion 
reaction is suspected a 10 ml. sample of blood 
should be drawn from the patient as soon as 
possible. Several ml. can then be placed in 
an oxalate bottle and the remainder allowed 
to clot in a test tube. The oxalated sample 
is inspected grossly for hemolysis and for 
the presence of agglutinated red cells. A few 
drops of oxalated blood are then transferred 
to a tube of saline solution in order to de- 
termine whether or not small clumps of red 
cells are present. Still more important, as a 
rule, is examination of serum from the tube 
of clotted blood and comparison of that se- 
rum with serum in a similar tube of clotted 
blood taken at the start of the transfusion.” 
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L. Young; Blood Groups and Transfusion 
Reactions ;The American Journal of Medi- 
cine; June, 1954; p. 890. 


62. “If hemoglobinemia has developed as 
a result of transfusion of incompatible blood 
it will usually be detected in the first sample 
drawn. Bilirubin, on the other hand, is 
usually maximal after three to six hours.” 
L. Young; loc. cit.; p. 890. 


63. “Group 0 women may also be im- 
munized during pregnancy. The A and B 
antigen inherited by the fetus from the fa- 
ther presumably enters the maternal circula- 
tion from the fetal circulation.” L. Young; 
loc. cit., p. 892. 


64. “Among the small group of dangerous 
universal donors whom we have encountered, 
we have attributed the high titer of immune 
anti-A to previous injections of typhoid-para- 
typhoid vaccine, diphtheria-tetanus toxoid or 
to unknown stimuli. In none of these in- 
stances has there been any previous trans- 
fusion therapy or isoimmunization by preg- 
nancy.” L. Young; loc. cit. p. 892. 


65. “Liver damage will retard the de- 
toxification of the short-acting barbiturates, 
resulting in recirculation of these products 
which can narcotize the patient for longer 
periods than the physician anticipated.” S. 
Cohen; The American Journal of Medicine; 
December, 1953; p. 814. 


66. “The factor of abrupt drug with- 
drawal may also play a part in the onset of 
a delirium following hospitalization. Deli- 
rium tremens, for example, typically occurs 
during the sobering up stage. It can become 
manifest weeks, even months, after alcoholic 
intake has ceased. Usually it is unleashed 
by the stress of an infection, operation or 
trauma.” S. Cohen; loc. cit.; p. 822. 


67. “It is a common experience that the 
alcoholic who suffers a serious head injury 
loses his capacity for drink. One drink might 
result in the same degree of befuddlement 
that a bottle of whiskey had previously gen- 
erated.” S. Cohen; loc. cit.; p. 823. 


68. “Gastric tube feeding is an undesir- 
able and sometimes dangerous procedure in 
the non-cooperative patient. Vomiting and 
aspiration of the instilled erntents may oc- 
cur. What the forceful introduction of a 
gastric tube represents to a psychotic person 
is worthy of some reflection.” S. Cohen; loc. 
cit.; p. 824. 


69. “Restraints are unhappy expedients 
to consider for vse in ar alreody fe>rful, ap- 
prehensive individual. Every improvisation 
should be tried to avoid their use. They are 
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never necessary when good attendants are 
available to watch the patient.” S. Cohen; 
loc. cit.; p. 826. 


70. “The side rail is a device which should 
be used to prevent a patient from rolling 
out of bed. If he is strong enough to climb, 
side rails will simply increase the height of 
his fall.” S. Cohen; loc. cit.; p. 826. 


71. “An ordinary diet supplies 2-5 g. of 
potassium daily, and this gives some guide 
to what must be supplied in treatment. A 
pint (570 ml.) of milk supplies about a 
gramme of potassium, and undiluted fruit 
juices supply a similar amount. Strong cof- 
fee has about half this potassium content, 
and drinks made from meat extracts rather 
less than coffee.” D. A. K. Black;British 
Medical Journal; Nov. 17, 1951; p. 1210. 


72. “It is easy for a popular doctor to be 
swallowed by his practice, unless it is made 
equally easy for him to find refuge from 
it in his home; and the tragedy of success 
in medicine is that it is almost incompatible 
with success in the personal life. As the link 
between the doctor and the man, his wife 
must know when he should be free to belong 
to his patients unreservedly, and when it is 
time to draw back into the household so that 
he may remain an integral part of it.” The 
Lancet; March 27, 1948; p. 488. 


73. “....an early clinician, who describes 
a man suffering from belladonna poisoning 
as being hot as a hare, blind as a bat, dry 
as a bone, red as a beet, and mad as a hen, 
This seems to put the matter in a nutshell!” 
The Lancet; April 24, 1948; p. 650. 


74, “There are so many peculiar features 
in myasthenia gravis, and the disease is so 
variable, that too many second thoughts can 
lead to endless speculations, so that the mind 
becomes bemused with theory at the expense 
of facts. Let us, therefore, keep our gaze 
firmly fixed'on what is definite — the fact 
that epithelial tumors of the thymus are 
usually associated with a specially virulent 
form of neuromuscular failure; that a large 
proportion of myasthenic patients are per- 
manently and often completely relieved of 
their symptoms following thymectomy; and 
that these thymus glands can be made to 
yield a potent extract which repeats on the 
laboratory bench the nerve-blocking effect 
ordinarily obtained with tubocurarine. Sec- 
ond thoughts, with these facts kept in view, 
have not persuaded me to doubt that the 
operation of thymectomy is indeed the best 
hope for the sufferers from one of the most 
distressing and humiliating diseases to which 
human flesh is heir.” G. Keynes, The Lan- 
cet, June 12, 1554. 
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75. “In the treatment of neuroses a stand- 
ard leucotomy is now seldom if ever used. 
Other and more limited procedures have 
been specifically devised for the purpose, 
and a measure of success has been reported 
with partial leucotomies, orbital undercut- 
ting, excision of parts of the frontal cortex 
(including cingulectomy), and even direct 
coagulation of parts of the anterior thalamic 
nuclei. With all these operations the per- 
sonality changes are less but there are al- 
ways changes. It is the doctor’s clear duty 
to ensure that all the consequences of the 
treatment are appreciated as fully as pos- 
sible, so that neither relatives nor patients 
can afterwards feel that the decision would 
have been different if they had been more 
fully informed. This will at times require 
discussion of ethical, religious, or even aes- 
thetic problems: but if the doctor presumes 
to advise on matters of such ultimate im- 
portance he should be prepared to fit himself 
a. responsibility.” The Lancet, June 12, 
1954. 


76. “Tuberculosis of bone and joint is a 
metastatic manifestation of a general dis- 
ease, with foci of infection in the lymph- 
glands and elsewhere deep in the body. We 
can now make the patient’s fight much easier 
in the local skirmishes, but final control of 
the disease still depends on his own resist- 
ance: first-class general conservative treat- 
ment remains essential; and if the period of 
this is greatly reduced recurrence is liable 
to ensue.” The Lancet, June 12, 1954. 


77. “Every man who has really sincere 
desire for any great amelioration in the 
conditions of life has first to face ridicule, 
then persecution, then cajolery and attempts 
at subtle corruption. We know from painful 
experience how few pass unscathed through 
these three ordeals.” Bertrand Russell; “Po- 
litical Ideals”; p. 67. 


78. “Few men can succeed in being 
creative rather than possessive in a world 
which is wholly built on competition, where 
the great majority would fall into utter des- 
titution if they became careless as to the 
acquisition of material goods, where honor 
and power and respect are given to wealth 
rather than to wisdom, where the law em- 
bodies and consecrates the injustice of those 
who have toward those who have not.” B. 
Russell ; loc. cit., p. 17. 


79. “Fatigue produces the illusion that 
only rest is needed for happiness: but when 
men have rested for a time, boredom drives 
them to renewed activity. For this reason, 
a happy life must be one in which there is 
activity.” B. Russell; loc. cit., p. 23. 
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APHORISMS and MEMORABILIA 


Miscellaneous Medical Truths and Concepts —(Part Two) 
By ANDREW M. BaBEyY, M.D., LAS CRUCES 


44. “It is common for latent lymphatic 
leukemia to have no palpable nodes.” C. 
Keefer, Rounds. 


45. “People who give their various com- 
plaints with eyes closed or blinking are 
usually suffering from a functional disor- 
der.” C. Keefer, loc. cit. 


46. “The wrist joint is a bad place to get 


some diminution in the motion of the dia- 
phragm.” Rigler; loc. cit., p. 774. 


52. “We have observed patients who had 
characteristic symptoms, which were proved 
by the eventual results to be due to acute 
miliary tuberculosis, for as long as seven 
weeks without the roentgenographic observa- 
tion of any abnormality in the lungs what- 
ever, although the patient died of the disease 


septic arthritis. Per- 
manent damage with 
limited motion is com- 
mon because the ioint 
space is so narrow.” C. 
Keefer, loc cit. 


47. percent of 
cases with left lower lobe 
bronchiectasis have in- 
volvement of the lingu- 
la.”” C. Keefer, loc. cit. 


48. “The first casual- 
ty in any war is truth.” 
Source unknown, 


49. ‘‘When throm- 
bophlebitis migrans is 
not adequately controlled 
by anticoagulant therapy 
the possibility of an un- 
derlying carcinoma must 
be considered.” A. A. 
Williams; Brittish Med- 
ical Journal; July 10, 
1954; p. 84. 


50. “In the average 
adult as much as 300 cc 
of fluid may be present 
in the pleural cavity 


DR. BABEY’S APHORISMS MAY BE 
COLLECTED IN BOOK FORM 


Repeated suggestions from the 
many regular readers of Dr. Babey’s 
monthly collections of aphorisms and 
memorabilia on medical subjects has 
led the publishers of SOUTHWEST- 
ERN MEDICINE seriously to consider 
reprinting the entire series in per- 
manent book form to be sold for not 
more than $3 per copy. 


If this idea holds sufficient appeal 
to our readers such publication will 
be undertaken. We will appreciate let- 
ters from any readers who would like 
to purchase a volume of Dr. Babey’s 
collected aphorisms set up in sections 
devoted to the different specialties of 
medical practice. 


Such a book should prove of value 
as a quick practical review for the 
busy practitioner and as a guide in 
directing him in post-graduate studies. 


If you would be interested in the 
publication of such a volume please 
drop a line to that effect to: 


SOUTHWESTERN MEDICINE 
310 North Stanton Street 
El Paso, Texas 


eventually. In these ins- 
tances the tubercles are 
usualy small, less than 
1 mm. in diameter, and 
not sufficiently numer- 
ous so that the accidental 
superimposition of a 
number of these lesions 
would produce roentge- 
nographic changes.” Rig- 
ler; loc. cit., p. 775. 


53. “It is in the de- 
monstration of nodular 
lesions, such as metas- 
tases, that the roentgen 
examination exhibits its 
most startling accuracy, 
for here the lesions are 
invariably obvious in the 
roentgenogram long be- 
fore the onset of symp- 
toms and long before the 
appearance of physical 
signs. Despite this, le- 
sions smaller than 3 mm. 
are usually not distin- 
guishable. Furthermore, 
larger lesions, up to 8 
mm. in diameter, may 
well be present without 
being obvious in the 


without giving obvious evidence in the usual 
upright posteroanterior roentgenogram ; even 
in the lateral view this much fluid may not 
be clearly visible.” Leo. G. Rigler; J. A. M. 
A.; March 18, 1950; p. 774. 


51. “We have repeatedly demonstrated, in 
persons with an acute attack of pain and 
fever, small amounts of fluid in the inferior 
costal gutter by making a posteroanterior 
roentgenogram with the patient lying on the 
side of the lesion, although in the usual up- 
right position no evidence whatever of the 
fluid could be discovered. Physical examina- 
tion and fluoroscopic study commonly show 


roentgenogram unless oblique or lateral 
views are made in addition to the usual 
posteroanterior views.” Rigler ; loc. cit., p. 775. 


54. “...some lesions as large as 8 mm. 
in diameter were completely overlooked in 
the ordinary posteroanterior roentgenogram 
because of superimposition on structures 
well out in the axilla, behind the heart and 
over the diaphragm, although they became 
perfectly visible as soon as repeated exami- 
nation was made in a variety of positions.” 
Rigler, loc cit. p. 775. 


55. “Metastases of the miliary type may 
also be completely invisible in the roent- 
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genogram when they are present in insuf- 
ficient number or are of small size. We have 
been able to demonstrate this on a number 
of occasions when normal roentgenograms 
have been made just prior to surgical ex- 
ploration or autopsy. In these cases miliary 
metastases were observed by the surgeon or 
pathologist and confirmed microscopically. 
Therefore, a normal roentgenogram in these 
instances is not conclusive evidence of the 
absence of metastases, since, if less than 2 
mm. in diameter or if miliary in size 
and not numerous, they may not be visible.” 
Rigler ; loc. cit. p. 775. 


56. “Bacterial pneumonias give (X Ray) 
evidences in as short a time as two hours, 
most frequently within six hours and almost 
invariably within twelve hours of the onset 
— symptoms.” Rigler; loc. cit.; p. 


57. “Atypical or virus pneumonias may 
give no distinctive roentgen findings for 
twenty-four to forty-eight hours after the 
onset of symptoms.” Rigler, loc cit.; p. 777. 


58. “Acute miliary tuberculosis invariab- 
ly produces symptoms before the develop- 
ment of roentgen signs. The latter may not 
be present for as long as seven weeks after 
the onset of symptoms.” Rigler; loc. cit.; 
p. 777. 


59. “From a roentgenographic standpoint, 
pulmonary infarction may mimic almost any 
other lung disease; there is no characteristic 
site, size, or shape of an infarct although it 
does have a predilection for the lower lobes, 
especially the right; the early idea that all 
infarcts were triangular with the base lateral 
has been disproved.” Radiologic Maxims; 
Miss. Valley Med. J.; Sept. 1953; p. 154. 


60. “Lymphatic carcinomatosis of the lung 
may simulate a diffuse pulmonary fibrosis 
on the roentgenogram.” Radiologic Maxims; 
loc. cit.; p. 154. 


61. “Whenever a hemolytic transfusion 
reaction is suspected a 10 ml. sample of blood 
should be drawn from the patient as soon as 
possible. Several ml. can then be placed in 
an oxalate bottle and the remainder allowed 
to clot in a test tube. The oxalated sample 
is inspected grossly for hemolysis and for 
the presence of agglutinated red cells. A few 
drops of oxalated blood are then transferred 
to a tube of saline solution in order to de- 
termine whether or not small clumps of red 
cells are present. Still more important, as a 
rule, is examination of serum from the tube 
of clotted blood and comparison of that se- 
rum with serum in a similar tube of clotted 
blood taken at the start of the transfusion.” 
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L. Young; Blood Groups and Transfusion 
Reactions;The American Journal of Medi- 
cine; June, 1954; p. 890. 


62. “If hemoglobinemia has developed as 
a result of transfusion of incompatible blood 
it will usually be detected in the first sample 
drawn. Bilirubin, on the other hand, is 
usually maximal after three to six hours.” 
L. Young; loc. cit.; p. 890. 


63. “Group 0 women may also be im- 
munized during pregnancy. The A and B 
antigen inherited by the fetus from the fa- 
ther presumably enters the maternal circula- 
tion from the fetal circulation.” L. Young; 
loc. cit., p. 892. 


64. “Among the small group of dangerous 
universal donors whom we have encountered, 
we have attributed the high titer of immune 
anti-A to previous injections of typhoid-para- 
typhoid vaccine, diphtheria-tetanus toxoid or 
to unknown stimuli. In none of these in- 
stances has there been any previous trans- 
fusion therapy or isoimmunization by preg- 
nancy.” L. Young; loc. cit. p. 892. 


65. “Liver damage will retard the de- 
toxification of the short-acting barbiturates, 
resulting in recirculation of these products 
which can narcotize the patient for longer 
periods than the physician anticipated.” S. 
Cohen; The American Journal of Medicine; 
December, 1953; p. 814. 


66. “The factor of abrupt drug with- 
drawal may also play a part in the onset of 
a delirium following hospitalization. Deli- 
rium tremens, for example, typically occurs 
during the sobering up stage. It can become 
manifest weeks, even months, after alcoholic 
intake has ceased. Usually it is unleashed 
by the stress of an infection, operation or 
trauma.” S. Cohen; loc. cit.; p. 822. 


67. “It is a common experience that the 
alcoholic who suffers a serious head injury 
loses his capacity for drink. One drink might 
result in the same degree of befuddlement 
that a bottle of whiskey had previously gen- 
erated.” S. Cohen; loc. cit.; p. 823. 


68. “Gastric tube feeding is an undesir- 
able and sometimes dangerous procedure in 
the non-cooperative patient. Vomiting and 
aspiration of the instilled contents may oc- 
cur. What the forceful introduction of a 
gastric tube represents to a psychotic person 
is worthy of some reflection.” S. Cohen; loc. 
cit.; p. 824. 


69. “Restraints are unhappy expedients 
to consider for use in an alre>dy fearful, ap- 
prehensive individual. Every improvisation 
should be tried to avoid their use. They are 
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never necessary when good attendants are 
available to watch the patient.” S. Cohen; 
loc. cit.; p. 826. 


70. “The side rail is a device which should 
be used to prevent a patient from rolling 
out of bed. If he is strong enough to climb, 
side rails will simply increase the height of 
his fall.” S. Cohen; loc. cit.; p. 826. 


71. “An ordinary diet supplies 2-5 g. of 
potassium daily, and this gives some guide 
to what must be supplied in treatment. A 
pint (570 ml.) of milk supplies about a 
gramme of potassium, and undiluted fruit 
juices supply a similar amount. Strong cof- 
fee has about half this potassium content, 
and drinks made from meat extracts rather 
less than coffee.” D. A. K. Black;British 
Medical Journal; Nov. 17, 1951; p. 1210. 


72. “It is easy for a popular doctor to be 
swallowed by his practice, unless it is made 
equally easy for him to find refuge from 
it in his home; and the tragedy of success 
in medicine is that it is almost incompatible 
with success in the personal life. As the link 
between the doctor and the man, his wife 
must know when he should be free to belong 
to his patients unreservedly, and when it is 
time to draw back into the household so that 
he may remain an integral part of it.” The 
Lancet; March 27, 1948; p. 488. 


73. “....an early clinician, who describes 
a man suffering from belladonna poisoning 
as being hot as a hare, blind as a bat, dry 
as a bone, red as a beet, and mad as a hen, 
This seems to put the matter in a nutshell!” 
The Lancet; April 24, 1948; p. 650. 


74, “There are so many peculiar features 
in myasthenia gravis, and the disease is so 
variable, that too many second thoughts can 
lead to endless speculations, so that the mind 
becomes bemused with theory at the expense 
of facts. Let us, therefore, keep our gaze 
firmly fixed on what is definite — the fact 
that epithelial tumors of the thymus are 
usually associated with a specially virulent 
form of neuromuscular failure; that a large 
proportion of myasthenic patients are per- 
manently and often completely relieved of 
their symptoms following thymectomy; and 
that these thymus glands can be made to 
yield a potent extract which repeats on the 
laboratory bench the nerve-blocking effect 
ordinarily obtained with tubocurarine. Sec- 
ond thoughts, with these facts kept in view, 
have not persuaded me to doubt that the 
operation of thymectomy is indeed the best 
hope for the sufferers from one of the most 
distressing and humiliating diseases to which 
human flesh is heir.” G. Keynes, The Lan- 
‘cet, June 12, 1554. 
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75. “In the treatment of neuroses a stand- 
ard leucotomy is now seldom if ever used. 
Other and more limited procedures have 
been specifically devised for the purpose, 
and a measure of success has been reported 
with partial leucotomies, orbital undercut- 
ting, excision of parts of the frontal cortex © 
(including cingulectomy), and even direct 
coagulation of parts of the anterior thalamic 
nuclei. With all these operations the per- 
sonality changes are less but there are al- 
ways changes. It is the doctor’s clear duty 
to ensure that all the consequences of the 
treatment are appreciated as fully as pos- 
sible, so that neither relatives nor patients 
can afterwards feel that the decision would 
have been different if they had been more 
fully informed. This will at times require 
discussion of ethical, religious, or even aes- 
thetic problems: but if the doctor presumes 
to advise on matters of such ultimate im- 
portance he should be prepared to fit himself 
responsibility.” The Lancet, June 12, 
1954. 


76. “Tuberculosis of bone and joint is a 
metastatic manifestation of a general dis- 
ease, with foci of infection in the lymph- 
glands and elsewhere deep in the body. We 
can now make the patient’s fight much easier 
in the local skirmishes, but final control of 
the disease still depends on his own resist- 
ance: first-class general conservative treat- 
ment remains essential; and if the period of 
this is greatly reduced recurrence is liable 
to ensue.” The Lancet, June 12, 1954. 


77. “Every man who has really sincere 
desire for any great amelioration in the 
conditions of life has first to face ridicule, 
then persecution, then cajolery and attempts 
at subtle corruption. We know from painful 
experience how few pass unscathed through 
these three ordeals.” Bertrand Russell; “Po- 
litical Ideals”; p. 67. 


78. “Few men can succeed in being 
creative rather than possessive in a world 
which is wholly built on competition, where 
the great majority would fall into utter des- 
titution if they became careless as to the 
acquisition of material goods, where honor 
and power and respect are given to wealth 
rather than to wisdom, where the law em- 
bodies and consecrates the injustice of those 
who have toward those who have not.” B. 
Russell ; loc. cit., p. 17. 


79. “Fatigue produces the illusion that 
only rest is needed for happiness: but when 
men have rested for a time, boredom drives 
them to renewed activity. For this reason, 
a happy life must be one in which there is 
activity.” B. Russell; loc. cit., p. 23. 
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Broad Spectrum Antibiotics 


With the discovery of the broad spectrum 
antibiotics, the busy physician is confronted 
with not only the problems of drug sensitivi- 
ty and the development of strain resistant 
organisms, but also with the more expedient 
problems of the choice of one of these anti- 
biotics for the problem with which he is con- 
fronted. At this writing, there are at least 


six broad spectrum antibiotics generally. 


availably and one of these is marketed under 
five different trade names, which only serves 
to increase the problem. 

It would seem elementary to list these 
antibiotics, yet unless one acquaints himself 
with the various trade names, there exists 
the possibility that one might merely change 
brands and not the antibiotic. The antibiotics 
generally available at this writing and their 
trade names are as follows: 


Antibiotics Listed 


Tetracycline, marketed as: 

1. Achromycin — Lederle Laboratories 
Division, American Cyanamid Company. . 

2. Tetracyn — J. B. Roerig & Company. 

3. Steclin — E. R. Squibb & Sons. 

4. Panmycin — The Upjohn Company. 

5. Polycycline — Bristol Laboratories In- 
corporated. 

Chlortetracycline, marketed as: 

1. Aureomycin — Lederle Laboratories 
Division, American Cyanamid Company. 

Chloramphenicol, marketed as: 

1. Chloromycetin — Parke, Davis & Com- 
pany. 

Oxytetracycline, marketed as: 

1. Terramycin — Pfizer Laboratories. 

Carbomycin, marketed as: 

1. Magnamycin — Pfizer Laboratories. 

Erythromycin, marketed as: 

1. Ilotycin — Eli Lilly & Company. 

2. Erythrocin — Abbott Laboratories. 

3. Erythromycin—The Upjohn Company. 


“Broad Spectrum” Defined 


What is a broad spectrum antibiotic? A 
broad spectrum antibiotic is one that is 
active in low concentration against a large 


By JACK A. BERNARD, M.D., EL Paso 


number of microbial organisms belonging in 
different classes. Chloromycetin was the 
first one to be discovered in 1947. It was 
followed by Aureomycin in 1948 and Ter- 
ramycin in 1950. Erythromycin and Carbo- 
mycin were introduced in 1952, and Tetra- 
cycline was introduced in 1953. In the treat- 
ment of many infections, any one of these 
antibiotics might be expected to be effective. 
However, in review of the available data, 
certain indications seem definite, certain 
advantages and disadvantages are evident, 
and further evaluation, contraindications, 
dangers are inevitable. 

The tetracyclines may be considered to- 
gether because their actions are very similar. 
There seems to be little difference between 
the action of Aureomycin, Terramycin, and 
Tetracycline. It has been shown that Aureo- 
mycin is often much more efficient in the 
clinical case than would be anticipated in 
vitro tests, and also there may be some dif- 
ference in these drugs in the individual pa- 
tient and in occasional infections. This means 
that one should not be wholly dependent upon 
sensitivity tests; that in a patient under 
adequate treatment who is not responding, 
it would be worth while to try one of the 
other tetracyclines. 

It is difficult to determine from the avail- 
able data whether Aureomycin or Terramy- 
cin has the greater incidence of gastro-in- 
testinal reactions. The reports are conflict- 
ing. Tetracycline seems to have a lower in- 
cidence of these reactions. 


Urinary Infections 


Intravenous Aureomycin is reported to be 
most effective in the treatment of acute dif- 
fuse peritonitis. Terramycin may be con- 
sidered the most generally useful broad 
spectrum antibiotic for the treatment of 
urinary infections, as it reaches a relatively 
high concentration in the urine. 

The Tetracyclines are also highly effective 
against the Rickettsiae and against psittaco- 
sis and similar organisms. The evidence is 
lacking as to their effectiveness in virus in- 
fections; and particularly, in primary atyp- 
ical pneumonia, where there is still consider- 
able disagreement as to their value. 

Chloramphenicol retains its position in 
that it is generally considered to be the agent 
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of choice for the treatment of typhoid fever 
and it has shortened the illness from three 
to four weeks to a week or less. Unfortunate- 
ly it does not prevent many of the complica- 
tions of this disease. It is also effective 
against the gram negative bacillus infections 
and the Rickettsiae. 


Low Blood Count 


The numerous reports of the toxic effects 
of Chloramphenicol, agranulocytosis and 
aplastic anemia, should not deter one from 
using this drug where it is clearly indicated. 
(Obviously, one should not use it haphazard- 
ly for minor illnesses.) Initial blood studies 
and periodic blood studies should be done, 
but even a rapid drop in the blood count is 
not always an indication to stop the drug in 
a serious infection, as a low blood count is 
quite often encountered in such illnesses and 
further careful observation may be neces- 
sary, rather than cessation of therapy. 

Erythromycin and Carbomycin are similar 
to Aureomycin and Terramycin and are, in 
addition, active against cocci that are resist- 
ant to the other antibiotics. The major use- 
fulness of these drugs, particularly Erythro- 
mycin, is in the treatment of staphylococcal 
infections that are resistant to penicillin and 
the Tetracyclines. 


Amebiasis 


Carbomycin is less active than Erythro- 
mycin. Actually it has been reported to be 
contraindicated in pneumococcal infections, 
because in the treatment of such patients 
with the drug, complications, including bac- 
teremia and meningitis developed while the 
patients were under treatment. Its chief 
value may lie in its use when other anti- 
biotics have failed. It is reported to be ef- 
fective in the treatment of amebiasis and 
perhaps will prove useful in trypanosomiasis 
and leishmanisasis. The value of Carbomycin 
awaits further study and reports. 

A few words about the toxic effects of the 
broad spectrum antibiotics. So far no sud- 
den or immediate deaths have been reported. 
The toxic bone marrow effects of Chloromy- 
cetin have been noted. The gastro-intestinal 
reactions of the drugs are well known. The 
development of resistant organisms, par- 
ticularly the staphylococci is a real and 
serious problem, and indications are that it 
will become more serious. The late develop- 
ment of moniliasis, with fatalities reported, 
is also a hazard. 


Summary 


In summary: 1. Aureomycin, Terramycin 
and Tetracycline seem to be similar in their 
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action and toxicity, with Tetracyline per- 
haps producing less gastro-intestinal reac- 
tions. 


2. Intravenous Aureomycin may be of 
more value in the treatment of acute diffuse 


peritonitis, whereas Terramycin may be: 


more useful in the treatment of urinary tract 
infections. 


3. Chloromycetin is the drug of choice for 
typhoid fever and perhaps for other serious 
infections where there is drug resistance to 
the other antibiotics. Because of its limited 
usage, resistant organisms are not as great 
a problem as with the other broad spectrum 
antibiotics. 


4. Erythromycin is particularly useful in 
the treatment of resistant staphylococcal in- 
fections. 


5. Carbomycin, for the present, should not 
be used in the treatment of pneumococcal 
pneumonia. 


6. Finally, it is reassuring that at this 
writing, there are no reported abrupt or sud- 
= deaths from the broad spectrum anti- 

iotics. 


In Viewing the VA Medical Program .. . 


types of disability 


The medical profession fully endorses and supports 
the medical program of the Veterans Administration 
through which veterans receive medical care and 
hospitalization without cost for illnesses or injuries 
incurred as a result of military service (left). It is felt, 
however, that the federal government should not 
assume the responsibility for the medical care of 
veterans whose disabilities are incurred in civilian life 
and which have no relationship to their military 


service. 
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PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY* 


Cardiac Tamponade: Clinical Experiences and 
Relief by Pericardial ‘‘Window’’ 


By CONGER WILLIAMS, M. D., AND LAMAR SOUTTER, M. D., 
MASSACHUSETTS GENERAL HOSPITAL, BOSTON 


A series of sixteen cases of cardiac tam- 
ponade was presented. The accompanying 
tables shows the breakdown of the cases by 
etiologic factors, and it also shows the thera- 
peutic measures attempted. A plea was made 
for correct diagnosis in this syndrome, since 
it frequently leads to death if untreated. 
Many misconceptions exist about the diagno- 
sis in pericardial tamponade. A list of these 
was presented as taken directly from hospital 
records. 

Newer surgical techniques, including peri- 
cardial “window” and biopsy are available 
for treatment in selected cases. The tech- 
nique of pericardial window was described 
briefly by Dr. Soutter. 
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Borderline Findings in Rheumatic Fever Subjects: With Special 


Reference to Sounds and Murmurs 
By ALLAN L. FRIEDLICH, M.D., MASSACHUSETTS GENERAL HOSPITAL, BOSTON 


A group of investigators at the Massachu- 
setts General Hospital has been involved in 
a study of slight rheumatic heart disease. 
This is a preliminary report of the phono- 
cardiographic data which constitute a por- 
tion of a larger study. The purpose of the 
study as a whole is to determine whether 
phonocardiography, conventional fluorosco- 
py and films of the heart, and turntable 
fluoroscopy are more sensitive than careful 
physical examination in detecting minimal 
rheumatic heart disease. To this end these 
examinations are being carried out in four 
groups of patients: 

1. Fifty patients with slight but definite 
rheumatic heart disease (RHD group). 

2. Fifty patients who have once had rheu- 
matic heart disease, but in whom the phys- 
ical findings of rheumatic heart disease have 
subsequently disappeared. These patients 
are now classified as potential rheumatic 
heart disease (RHD to PRHD group). 

3. Fifty patients who have had rheumatic 
fever under observation but have never had 
rheumatic heart disease (PRHD group). 

4. Fifty patients with no history of rheu- 
matic fever and no abnormal cardiac findings 
on physical re-examination (control group). 

Before classification into one of these 
groups each patient was re-examined in a 


*These condensed reports printed by permission of The New 
England Cardiovascular Society. 


quiet room. This proved a valuable precau- 
tion since, of the patients previously re- 
garded as having normal hearts, eight were 
found to have a slight mitral diastolic mur- 
mur and three to have a minimal murmur 
of aortic regurgitation. 

Phonocardiograms in the RHD group re- 
vealed the following: 

4% had normal phonocardiagrams. Both 
patients had grade 3 apical systolic murmurs 
on physical examination, but the sound 
tracing showed only a slight apical systolic 
murmur. 

14% had borderline phonocardiographic 
findings. In most instances the patient had 
a grade 3 apical systolic murmur on physical 
examination while the phonocardiogram 
showed an apical systolic murmur of moder- 
ate intensity which was arbitrarily desig- 
nated a borderline finding. 

68% had abnormal phonocardiograms. 
The abnormal findings usually corresponded 
with the clinical diagnosis in regard to the 
type of valvular damage. There were, how- 
ever, nine patients in whom the tracing sug- 
gested mitral stenosis which was undetected 
clinically. There was one patient with find- 
ings suggesting aortic regurgitation which 
was not heard on physical examination. 

4% had unreadable phonocardiograms 
which were obscured by muscle noise. 

In the RHD group there were 28 patients 
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with mitral stenosis on physical examination. 
In all but one of these the characteristic mur- 
mur was present on the phonocardiogram. 
However there were six patients of the 18 
with aortic regurgitation in whom the pho- 
nocardiogram did not demonstrate the mur- 
mur. This suggests that the ear is superior 
to the machine in detecting minimal aortic 
regurgitation, while the reverse may be said 
in the case of mitral stenosis. 


Results 


The phonocardiographic findings in the 
RHD to PRHD and the PRHD groups were 
virtually identical. They may therefore be 
summarized together as one group of 94 
patients with potential rheumatic heart dis- 
ease. The results are as follows: 

60% had normal phonocardiograms. 

23% had borderline phonocardiographic 
findings. For the most part, these consisted 
in the presence of a few low intensity diasto- 
lic vibrations around the third heart sound 
or a few presystolic vibrations. Systolic 
murmurs of moderate intensity constituted 
the remainder of the borderline records. 

14% of the potential rheumatic heart dis- 
ease patients had abnormal phonocardio- 
grams. All of them were suggestive of mitral 
stenosis because of the presence of low in- 
tensity apical mid-diastolic or presystolic 
murmurs, or both. Many of these records 
also showed accentuation of the apical first 
sound and of the pulmonary second sound. 
Only one of the records revealed an opening 


snap. In contrast to this, two-thirds of the 
patients with mitral stenosis in the RHD 
group had an opening snap visible in the 
sound tracing. Of the thirteen patients with 
abnormal phonocardiograms due to the pres- © 
ence of a slight diastolic murmur, ten had 
questionable findings on physical examina- 
tion consisting of an accentuated or pro- 
longed third heart sound or a questionable 
diastolic murmur. However, these borderline 
physical findings were occasionally seen in 
the patients who had normal phonocardio- 
grams. Their presence therefore is not a 
reliable means of predicting that the phono- 
cardiogram will prove abnormal. 


Group of Patients 


In a group of patients with slight rheu- 
matic heart disease and a group with poten- 
tial rheumatic heart disease, the phonocar- 
diogram did not often reveal unexpected 
findings. It was less sensitive than the ear 
in the detection of slight murmurs of aortic 
regurgitation. The phonocardiogram occa- 
sionally demonstrated slight low frequency 
diastolic vibrations or murmurs which were 
inaudible. However, similar diastolic mur- 
murs have been seen in some of the phono- 
cardiograms in a group of apparently normal 
control subjects. Further studies will be 
necessary in order to determine whether 
such low intensity apical diastolic murmurs 
in the phonocardiogram are due to subclin- 
ical mitral stenosis or whether they repre- 
sent a normal finding. 


Carbonic Anhydrase Inhibitor, ‘‘Diamox,’’ in the Treatment of 


Congestive Heart Failure 


By ALEXANDER LEAF, M.D., MASSACHUSETTS GENERAL HOSPITAL, AND 
WILLIAM B. SCHWARTZ, M.D., NEW ENGLAND CENTER HOSPITAL AND 
ARNOLD S. RELMAN, M.D., MASSACHUSETTS MEMORIAL HOSPITALS 


A new potent carbonic anhydrase inhib- 
itor, (““Diamox”, 2-acetylamino-1,3,4-thiadia- 
zole-5-sulfonamide) was tested, both for its 
metabolic effects in man and its therapeutic 
usefulness as a diuretic in the treatment of 
patients with severe congestive heart failure. 


The metabolic effects were inhibition of 
urine acidification with variable increases 
in sodium and potassium excretion, accom- 
panied by development of a hyperchloremic 
acidosis. The early development of hyper- 
chloremic acidosis seemed to prevent further 
diuretic effect from continued use of the 
drug even if the drug dosage were markedly 
increased. When tested in 31 courses given 
to 29 subjects suffering from congestive 


heart failure due to a variety of etiologies, 
minimal or no diuretic response was shown 
by 68%, moderate response (4-6 lb. weight 
loss) in 29%, and 8 lb. loss in one subject 
(3%). The effectiveness of Diamox in in- 
creasing responsiveness to a subsequent in- 
jection of mercurial diuretic was also tested. 
No significant potentiation of a mercurial 
diuretic was obtained. The drug thus ap- 
pears to be of little value in the treatment 
of the usual patient with severe congestive 
heart failure. It should be emphasized, how- 
ever, that this study does not include experi- 
ments with the use of this drug in the less 
severely-ill, ambulatory cardiac patient, in 
which group it is possible that quite dif- 
ferent results from these might be obtained. 
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Chronic alcoholism may be associated with 
“rum fits’ which are grand mal type of 
epileptiform seizures unrelated to epilepsy. 
These and marked tremulousness are most 
apt to occur on the first day of abstinence 
from alcohol following a drinking spree, 
whereas the onset of delirium tremens is un- 
likely before the third day of abstinence. 


¥ 


The vital capacity actually may be increas- 
ed during pregnancy as the result of reduc- 
tion in residual air from elevation of the dia- 
phragms. Exercise tolerance and maximum 
breathing capacity, however, are reduced. 


¥ 


In polyneuritis, physical therapy should 
be instituted as soon as the diagnosis is made 
because atrophic changes in the muscles and 
joints may occur within a very short time 
of the onset. 


Patients with bleeding cancers in the in- 
testinal tract are apt to prove to be very 
‘ poor operative risks because of the develop- 
ment of “chronic shock” caused by excessive 
blood loss and sodium depletion. Preopera- 
tive preparation of as much as a week may 
be necessary in order to restore blood volume 
and electrolytes to normal. 


¥ 


Hypercalcemia, nephrocalcinosis and me- 
tastatic clacification may occur in sarcoid- 
osis; calcium absortion apparently is in- 
creased and calcium excretion reduced. Since 
all of these abnormalities also characterize 
vitamin D poisoning, it has been postulated 
that the mechanisms involved in the two 
disorders are similar. 


The Fishman test is a measure of that 
fraction of the acid phosphatase that comes 
from the prostate. The normal values lie 
between 0 to 0.5 units as compared with 
normal values for total acid phosphatase in 
the serum up to 4 units. In cancer of the 
prostate the prostatic faction is increased. 
False positives may be encountered when 
blood is taken up to six hours following vig- 
orous prostatic massage. - 
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Meigs’ syndrome is characterized by pleu- 
ral effusion, ascites and a benign fibroma 
of the ovary. Removal of the ovarian tumor 
results in a cure. Since many of these women 
become cachetic, metastatic cancer may be 
suspected. Operation for identification of 
an ovarian mass should always be done. Even 
in ovarian carcinoma with metastases, re- 
moval of the primary growth may give some 
palliation. 


¥ 


The Sturge-Weber syndrome is character- 
ized by a cerebral vascular disturbance or 
anomaly associated with a vascular nevus 
of the face, usually present in the region of 
the first division of the trigeminal nerve. 
Convulsions are a common occurrence. 
X-rays of the skull may show calcification in 
the region of the cerebral vascular anomaly. 


¥ 


Multiple myeloma is a proliferative disease 
and might be classified as “aleukemic plas- 
mocytic leukemia.” Characteristically it oc- 
curs in patients over the age of 50, chiefly 
males, and manifests itself by anemia, bone 
pain, renal abnormalities, and an abnormal 
elevation of the serum globulins. Serum 
calcium may be elevated. The bone marrow 
often shows a marked increase in plasma 
cells and x-rays of bone show osteoporosis or 
characteristic “punched-out” areas. Abnor- 
mal bleeding may occur because of platelet 
deficiency and other disturbances of the 
clotting mechanism including fibrinogen de- 
ficiency and vascular abnormalities. Neuro- 
logical symptoms also may be present as the 
result of pathological fractures of vertebrae. 
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Familial hemorrhagic telangiectasia may 
cause an intractable anemia because of chron- 
ie gastrointestinal bleeding. The telangiec- 
tases that are diagnostic of this disorder 
often are present on the oral mucous mem- 
branes and also may be seen on the 
hands. These are areas where spider tel- 
angiectases caused by liver disease are not 
apt to occur. Treatment of this condition is 
often unsatisfactory; at times, however, the 


_administration of estrogens will afford some 


relief. 
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SPECIAL PICTURE REPORT 


1954 Annual Convention 


Southwestern Medical Association 


Dr. Joseph Bank of Phoenix, Arizona, was elected 
president of the Southwestern Medical Association 
November 18 at the organization’s annual meeting in 
El Paso, Texas, November 17 to 19. He succeeds 
Dr. Willard W. Schuessler of El Paso as president. 


Other officers elected at the meeting, which drew 
330 registrants and was the largest in the Association’s 
history, were Dr. John H. Dettweiler, Albuquerque, 
New Mexico, president-elect; Dr. Earl Malone, Ros- 
well, N. M., vice-president; Dr. Celso Stapp, El Paso, 
secretary-treasurer; and Dr. Maynard Hart, El Paso, 
Dr. A. G. Herrera, Chi- 
huahua City, Mexico, and 
Dr. Louis G. Jekel, Phoe- 
nix, members of the ex- 
ecutive committee. 


Phoenix was selected 
as the site for the 1955 
meeting. 


Born in New York City, 
Dr. Bank received his 
M. D. degree from Jeffer- 
son Medical College of 
Philadelphia, practiced in 
Philadelphia and served 
as Assistant Professor of 
Gastroenterology at the 
Graduate School of Medi- 
cine at the University of 
Pennsylvania. He moved 
to Phoenix, Arizona, in 
1936. 


Dr. Bank is a member 
of the American Gastro- 
enterological Association, 
a Fellow of the Philadel- 
phia College of Physicians 
and a Diplomate of the 
American Board of Inter- 
nal Medicine and Gastro- 
entero'ogy. 


He is the author of 26 
papers published in na- 
tional medical journals in 
the field of gastro-intes- 
tinal diseases and is a 
contributor to the Cyclo- 
pedia of Medicine. 


Dr. Bank served in the Army from 1942 to 1946 
and served as Chief of the Medical Service at William 
Beaumont Army Hospital in El Paso. He emerged 
from the service with the rank of Lieutenant Colonel. 


He is a member of the Maricopa County Medical 
Society and the Arizona State Medical Association. 
He is president of the Arizona Society of Internists. 
He has been a member of the Southwestern Medical 
Association since his arrival in Phoenix and was 
general chairman for the 1947 and 1950 conventions 
-of the Association which were held in Phoenix. 


At the Association’s banquet, Mac F. Cahal, ex- 
ecutive secretary and general counsel of the American 
Academy of General Practice, was the principal 


JosePH BANK, M. D. 


speaker. He told listeners that the high cost of medi- 
cal care could be greatly reduced if every family had 
a general physician, or family doctor, to supervise 
over-all medical care and serve as a family health 
counselor. 


Mr. Cahal pointed out'that the patient who attempts 
to diagnose his own illness and then hops from spe- 
cialist to specialist endangers his own health and 
often incurs unnecessary medical expenses. He added 
that specialists are necessary in every field of medicine 
and surgery but that patients should first consult a 
well-trained general prac- 
titioner. The family doc- 
tors can care for 85 per 
cent of all illness and 
make the greatest single 
contribution to the pre- 
vention and treatment of 
disease. 


“Both the public and 
the medical profession 
should strive to see that 
every family has a family 
doctor,” Mr. Cahal said. 
He added that the Ameri- 
can Academy of General 
Practice has focused at- 
tention on the important 
role of family doctors in 
America’s unparalleled 
medical progress. 


“The strength and value 
of any system of medical 
practice must rest upon 
the foundation of general 
practice,” said Mr. Cahal. 
“It can be no better than 
this basic foundation. The 
consuming public has a 
right to expect competent 
family doctors who will 
be available when needed 
day or night.” 


“Our system of medi- 
cal practice will function 
properly only if each fam- 
ily has a family doctor as 
a health consultant and 
advisor,” he said. “Furthermore, the cost of medical 
care will be minimized if the family doctor is consulted 
first in all cases of illness. In his key position as 
advisor to the family, the general practitioner is and 
should be regarded as a specialized practitioner per- 
forming a service that cannot properly or safely be 
performed by any other type of practitioner,” he said. 


The family doctor, he continued, does not regard 
his patient as simply a case history or nothing more 
than a live organism subject to disease. Instead, he 
sees his patient as a part of society and can relate 
disease to social environment. Cahal said that the 


family doctor is a student of sociology, psychology, 
political science, economics — and medicine. 
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Officers of the Southwestern Medical Association elected at the convention were, left to right, first row: 
Dr. A. G. Herrera, Chihuahua City, member of the executive committee; Dr. W. W. Schuessler, E] Paso, 
retiring president; Dr. Joseph Bank, Phoenix, new president. Second row: Dr. John Dettweiler, Albuquer- 
que, N. M., president-elect; Dr. Earl Malone, Roswell, N. M., vice-president; Dr. Maynard Hart, El Paso, 
member of the executive committee, and Dr. Celso C. Stapp, El Paso, secretary-treasurer. Dr. Louis G. 
Jekel, Phoenix, member of the executive committee is not pictured. lea 


(Left) Chatting in the exhibit area were 
(1. to r.): Dr. L. M. Overton, Albuquerque, 
and Drs. David M. Cameron and Hervey 
Dietrich of El Paso. 1 


(Below) Holding an informal conference 
at a session break were (I. to r.): Dr. A. Ga 
Herrera and Dr. Carlos Aguirre, Chihuahua 
City, Chih., and Dr. A. A. Gemoets, C. Juarez, 
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A new schedule was adopted for the Association meeting which made possible the gathering of Special 
Sections and the Academy of General Practice on Wednesday, the general meeting on Thursday and Friday 
with Saturday completely open for entertainment and relaxation. One of the Special Sections was devoted 
to Dermatology with a round-table discussion led by Dr. John H. Lamb, Professor of Dermatology at the 
University of Oklahoma School of Medicine, in charge. In addition to the section meeting, Dr. Lamb twice 
spoke at the general meetings. His topics were “Sun-Sensitive Dermatoses” and “Fungus Infections of Se- 


vere Type (Deep Mycoses).”. Shown here at the Dermatology Special Section are, left to right: Dr. Robert 
Friedenberg, Albuquerque; Dr. Leslie Smith, El Paso; Dr. George Rogers, Phoenix; Dr. John Ambler, Denver; 
Dr. Kenneth Baker, Tucson; Dr. Lamb; Dr. Louis Jekel, Phoenix; Dr. Redford Wilson, Tucson; Dr. Seymour 
Shapiro, Tucson; and Dr. Robert Snapp, Phoenix. : 


Anesthesiology was the subject of another Special Section with Dr. M. Digby Leigh as guest speaker. 
Dr. Leigh is chief of anesthesiology of the Children’s Hospital in Los Angeles. Shown here, left to right, 
are Dr. Merle D. Thomas, El Paso; Dr. Frank O. Barrett, El Paso; Dr. Leigh; Dr. James J. Gorman, El Paso; 
and Dr. Valerie Friedman of Espanola, N. M. Dr. Leigh also spoke at the Academy of General Practice, 
leading an informal discussion on “Obstretrical Anesthesia” and gave a talk on “Preparation of the Pediatric 
Patient for Surgery.” During the general scientific session Dr. Leigh spoke on “Pediatric Anesthesia” and 
“Anesthetic Accidents.” 
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Section Meetings.. 


Otolaryngology and Ophthalmolo- 
gy were the subject of another Spe- 
cial Section with Dr. Kinsey M. 
Simonton and Dr. A. E. Maumenee 
as guests. Dr. Maumenee is profes- 
sor of surgery in Ophthalmology at 
Stanford University School of Medi- 
cine and Dr. Simonton is associate 
professor of Otolaryngology in Mayo 
Foundation at Rochester, Minn. 
Shown at the round-table discussion 
and luncheon are, left to right (clock- 
wise), Dr. Maumenee; Dr. H. W. 
Merideth, Albuquerque, N. M.; Dr. 
Phil H. Lovelace, Phoenix, Ariz.; 
Dr. Frederic E. Cressman, Artesia, 
N. M.; Col. Robert R. Kelley, Wil- 
liam Beaumont Army Hospital, El 
Paso; Dr. George Robertson, Albu- 
querque, N. M.; Dr. Oscar Thoeney, 
Phoenix; Dr. Simonton; and Dr. 
James Walsh, Douglas, Ariz. Dr. 
Walsh was moderator for the sec- 
tion meeting. 


A section on Industrial Medicine 
had Dr. Jerome W. Schiliing ag 
guest. Dr. Schilling is Medical Die 
3 rector for the Pacific Telephone and 
Telegraph Company in Los Angeles, 

‘a Shown here are, left to right, (front 
row) Dr. Louis Overton, Albuquer- 
4 que; and Dr. Schilling; (back row) 
£. Dr. Carl Gans, Morenci, Ariz.; and 
ia Dr. Russell Holt, El Paso. Dr. Schil- 

t ling spoke at the General Scientific 
‘ Session on “Occupational Medicine, 


»* Yesterday, Today and Tomorrow.” 
# Two other Special Section meet- E 
he OY] ings were held. They were a Gyne- oe 
cology-Obstetrics meeting with Dr. Ws 
< Willard M. Allen as guest, and a hy 
section on Orthopedics with Dr. Ho, 
Harold Boyd as guest. Dr. Allen is Tena 
& Professor of Obstetrics and Gyne- — 
A,’ <« cology at Washington University 
yp °x School of Medicine in St. Louis. 
ba:* Dr. Boyd is Associate Professor of 
Orthopedic Surgery at the Universi- 
Lee ty of Tennessee School of Medicine. 
Orthopedic surgeons of the South- (Be 
west held a special section in con- eric 
junction with Arizona chapter of Hiddl, 
the Western Orthopedic Association. 
Shown at luncheon are: Dr. J. W 


Courtner, Tucson (profile); back row 
from left, Dr. David M. Cameron, 
El Paso; Dr. Harold Boyd, Camp- 
bell Clinic, Memphis, who was guest 
speaker; Dr. Louis W. Breck, El 
Paso; Dr. Philip G. Derickson, Tuc- 
son; ‘right foreground, Dr. W. C. 
Peterson, Albuquerque; Dr. John 
Ricker, Phoenix; and Dr. Warren 
A. Colton, Phoenix. Dr. Boyd also 
spoke at the session of the Academy 
of General Practice on “The Man- 
agement of The Fractured Hip in 
the Aged,” and in the general scien- 
tific session on “Reconstructive Or- 
thopedic Procedures of Interest to 
The Physician.” 
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At The Banquet... 


+——_ Mac F. Cahal, executive secretary, 

American Academy of General Practice, 
Kansas City, spoke on public relations at the 
banquet. Seated at his left: Dr. Willard W. 
Schuessler, outgoing president; Mrs. Joseph 
Bank, and Dr. John H. Dettweiler, Albuquer- 
que, new president-elect. 


Enjoying the party given by Southwestern Surgical Supply Co., Dr. Harold B. Boyd (1.), associate professor 
were (1. to r.): Dr. and Mrs, Frank Golding, El Paso; Dr. Jerome of orthopedic surgery, University of Tennessee 
W. Schilling medical director, Pacific Telephone and Telegraph Co., School of Medicine, Memphis, and Dr. David 
Los Angeles, who spoke on industrial medicine; and Dr. and Mrs. Cameron, El Paso, got off in a quiet corner 
Howard Marshall and Dr. George Turner, past president of the to talk. 


Texas Medical Association, all of El Paso. 


(Below) Mac F. Cahal (I. to r.), executive secretary, Ameri- 

can Academy of General Practice, Kansas City, with Dr. L. S. 

Evans, Las Cruces, president, New Mexico Academy of Gen- 

eral Practice, and guest speakers Dr. A. E. Maumenee, profes- 

¥ ® (Below) Congenial hosts at the Southwestern sor of surgery in ophthalmology Stanford University School 
} . Surgical Supply Co. party were (I. to r.): George of Medicine, San Francisco, and Dr. K. M. Simonton, associate 
Hiddleston, Loy Stockton, and Tom Hurd. professor of otolaryngology, Mayo Foundation, Rochester, Minn. 
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Visiting The E 


At Parke, Davis exhibit, (1. tor.) Dr. Howell Randolph, Dr. John Ricker (I.), and Dr. W. A. Colton, Jr. (r.) 
Phoenix, and Dr. Willard W. Schuessler, El Paso, imme- both of Phoenix, inspect the latest selections of the 
diate past president, Southwestern Medical Association, W. B. Saunders Co., shown by L B. Shaver. 

get information on Intribex from Parke, Davis represen- 

tatives Tom Gorman and B. H. Bjorum. 


Drs. George W. Duane (1.), and Robert Weed learn 


uane (1.), and R. L. Watson, ofthe R. L. Watson Co., demonstrates 
about Palvite, multi-vitamin liquid preparation, from 


use of the Medcolator on Augusta Leeper, convention 


R. C. Miller, Ethical Pharmaceutical Co., San Antonio, (r.). secretary. 

. (Below) Joe G. Craig (second from left), Searle, gives 
information on his company’s new products to Drs. M. D. (Below) T. B. Moore, (1.) General Electric Co., ex- 
Thomas (I.), John W. Redelfs, and Alfred Sorensen, plains operation of company’s Cardioscribe to Dr. Ricardo 


all of El Paso. »Alvarez, Mexico City, resident at Hotel Dieu, El Paso. 
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Joe C. Marvin (second from r.), representing Don , 
Baxter, Inc., shows oxyger connecting tube to Dr. Joseph Dr. H. W. Gillett (r.), Lovington, N. Mex., gets infor- 
Bank, Phoenix, president, Southwestern Medical Associa- mation on Fosfree from H. N. Walsdorf, Mission Phar- 
tion; Col. George E. Edwards (ret.), former commanding macal Co. 
officer, William Beaumont Army Hospital, El Paso; and 
Dr. O. W. Thoeny, Phoenix, president, Arizona State 
Medical Society, at Baxter-Denver Fire Clay booth. 


MULCI\ 


Capt. W. F. Hasskarl, Biggs Air Force Base, Tex., At Squibb exhibit, representatives (1. to r.) R. J. 
with George Kennedy, representative of Mead Johnson Friesen, Denver, and Hank DuBose, El Paso, describe 
and Company. merits of Rubragran, hematinic product, to Roswell phy- 

sicians, Drs. E. L. Malone and E. W. Lander. 


(Below) The exhibit of the A. H. Robins Co., Inc., (Below) Frank E. Miller (1.), Lippincott represen- 
featured the company’s best-known products, including _ . tative, answers questions of Dr. J. W. Laws, El Paso, 
Donnatal Plus (in tablets or elixir). and Dr. Jim Camp, Pecos (r.), who was named General 

Practitioner of Texas in 1950. 
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George Hiddleston (r.), Southwestern Surgical Sup- 
ply Co., shows Castle Speed-Clave to Dr. J. A. Bernard, 
1 Paso, program chairman for the convention. 


(Upper Left) Josie the chimp, held by Pfizer repre- 
sentative John Hart, reaches for the Terramycin. Her 
jacket proclaimed, “Terramycin is proven.” Saturday, 

fizer sponsored a golf tournament, which was won by 
Dr. John H. Dettweiler, Albuquerque, with a 72. 
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Dr. K. M. Simonton, (center), Mayo Clinic, Rochester, 
Minn., gets information on Ilotycin from Eli Lilly and Co. 
representatives W. E. McIntosh (1.) and J. W. Anderson. 
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(Upper Right) Drs. George Schlenker (1.) and William 
Coldwell (r.), both of El Paso, stopped to talk at U. S. 
Vitamin Corp. booth with representatives Fred Wiley, 
El Paso, and Guy W. Anderson, Dallas. 


(Left) Josie decided to help Augusta 
Leeper, at the registration desk, and here 
works busily at the typewriter. 
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October 21, 1954 


FREDERICK P. BORNSTEIN, M.D., EDITOR — CASE No. A-304 
PRESENTATION OF CASE BY DR. CHARLES P. C. LOGSDON 


Dr. C. G. Brown: 


This was the first El] Paso General Hospital 
admission for this 56-year-old Latin Amer- 
ican male, who entered with the chief com- 
plaint of extreme dyspnea of 48 hours dura- 
tion. His dyspnea was so great that all his 
energies had to be directed toward the 
mechanics of respiration. The patient stated 
that he was in good health until approximate- 
ly three months ago, at which time his respi- 
ratory difficulty first began with rather mild 
difficulty, chiefly in the expiratory phase of 
respiration. 

This condition became progressively worse, 
occurring in sieges or attacks, and the pa- 
tient was told by a physician that he had 
asthma. The patient denies ever having asth- 
matic attacks prior to three months ago. 
Two days prior to admission the patient 
noted the onset of severe respiratory dif- 
ficulty, unaccompanied by pain or other 
symptoms. 


More Severe 


This episode resembled those which had 
previously occurred except that it was much 
more severe. There was both inspiratory 
and expiratory difficulty, with the expirato- 
ry phase being the most severely embar- 
rassing. He was brought to the El Paso 
General Hospital Emergency Room one day 
prior to admission and informed that he had 
asthma. He was given intravenous amino- 
phylline with some relief and referred to a 
private physician for further care. 

Some 12 hours prior to admission, while 
walking, the patient suddenly lost conscious- 
ness for an unknown period of time, without 
any preceding aura or warning of any kind. 
On regaining consciousness he noted that the 
extreme respiratory difficulty had returned. 
The patient stated that he had had a “chest 
cold” for two to three days prior to admis- 
sion and some fever with a cough productive 
of mucous only. He denied episodes of hemo- 
pytis, recent alcoholic intake, chest pain, 
right upper quadrant pain, or dependent ed- 
ema. 


Past History 


The past history of this patient is es- 
sentially negative. The patient denied respi- 


ratory disease other than upper respiratory 
infection prior to three months before admis- 
sion. He also denied rheumatic fever, syph- 
ilis, chest pain, orthopnea, dependent edema, 
palpitation, or other symptoms or conditions 
referable to the cardio-vascular system. 
The family history was negative for asth- 
ma or other allergic disease manifestations. 


Physical Examination 


The physical examination revealed a tem- 
perature of 102°, pulse 120, respirations 55 
and blood pressure of 170/110. The patient 
was a 56-year-old Latin American male sit- 
ting upright in bed with tremendously la- 
bored respirations, using all accessory mus- 
cles of respiration. The expiratory phase was 
prolonged and was accompanied by an aud- 
ible wheeze. The lips and nails were cyano- 
tic. The remainder of the skin was negative. 
The head, eyes, ears, nose, and mouth were 
essentially negative. Examination of the 
neck revealed the trachea to be deviated to 
the right and a tracheal tug was palpable. 
The anterior-posterior diameter of the chest 
was increased and the respiratory rate was 
55/minute with markedly prolonged and dif- 
ficult expiratory phase. The point of maxi- 
mum impulse of the heart was pa'pable at 
the fifth intercostal space at the mid cla- 
vicular line, and was very faint. The heart 
rate was 120/minute, rythm regular and 
heart sounds faint. No murmurs, shocks, nor 
thrills were noted. The fremitus in the lungs 
was normal; some dullness to percussion was 
noted in the right base, anteriorly and pos- 
teriorly. The expiratory phase was relative- 
ly long and labored. Breath sounds were in- 
creased anteriorly and posteriorly in the 
right base, and moist rales were noted in the 
same area. Inspiratory and expiratory 
wheezes were heard throughout both lung 
fields. The liver, spleen and kidneys were 
not palpable. No abnormal masses nor ten- 
derness was noted in the abdomen. No fluid 
was present. The neurologic examination 
was physiologic in all respects. The remain- 
der of the physical examination was non- 
revealing. 


Laboratory Urinalysis 


The laboratory urinalysis revealed a speci- 
fic gravity of 1.026; albumin — heavy trace; 
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sugar — negative; WBC of 0-2/hpf; casts — 
rare coarsely granular. The CBC was: RBC 
3.45 mill.; Hbg 11.4 gm.; WBC 12,050; Diff. : 
Stabs 7, segs 84, lymphs 7 and monos 2. 
The sputum showed gram positive diplococci 
resembling pneumococci and gram positive 
cocci resembling staphylococci. The serologic 
examination revealed a positive Kolmer and 
a positive Kahn of 128 units. 

The electrocardiogram was essentially nor- 
mal and of low voltage. 

The x-ray findings were consistent with 
atelectasis with pneumonitis at the right 
base and an aneurysmal dilatation of the 
aorta. 


Hospital Course 


The patient’s hospital course extended over 
a seven day period. During this time he had 
several rather severe episodes of respiratory 
distress for which he received aminophylline 
both by suppository and intravenous routes, 
adrenalin in oil on one occasion, and alevaire- 
aerolin inhalations with oxygen; all with 
some apparent degree of relief. The patient 
was also placed on penicillin to combat his 
pneumonia. Approximately 18 hours prior 
to death, the patient’s respiratory distress 
became even more severe and he became 
quite cyanotic and apprehensive. Loud whis- 
tling and wheezing, expiratory and lesser ins- 
piratory sounds were noted throughout both 
lungs. The afore mentioned drugs were tried 
without success; therefore, the patient was 
removed to the operating room and etherized 
in an attempt to relieve his attack. The 
etherization proved of no value and the pa- 
tient was digitalized with 1.6 mgm cedilanid 
intravenously by the advice of the staff 
physician since the heart rate had risen to 
approximately 140 and more rales were be- 
ginning to appear. Shortly thereafter the 
heart rate slowed and the lungs became some- 
what drier, although the severe respirator 
battle continued until the patient’s entire ef- 
forts were directed at breathing. Approxi- 
mately 18 hours after the onset of this siege, 
the patient’s respirations became progres- 
sively weaker and ceased. 


X-RAY DISCUSSION: 
Dr. Vincent Ravel: 


The first x-ray was taken on May 24 and 
the second one was taken on July 8. The out- 
standing feature, of course, on both these 
examinations is the widening of the superior 
mediastinum with the displacement of the 
trachea to the right. This widened medias- 
tinum superiorly with the displacement of 
the trachea to the right is quite characteris- 
tic of an aneurysmal dilatation of the aorta. 
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Fig. 1 


(Fig. 1) The question was brought up as to 
whether or not there was any significant 
change in the size of the aortic arch between 
the two examinations. If the aorta had 
changed considerably by being either greatly 
enlarged or smaller that would be of consi- 
derable significance insofar as the differen- 
tial diagnosis concerning this patient is 
concerned ; however, as you can see, there is 
no significant change in the mediastinum. 
The only changes in the two examinations 
are the changes at the right base which 
consist of an atelectasis and an accompany- 
ing pneumonitis. So that the findings from 
the Roentgen standpoint on this patient are: 


1. An aneurysmal dilatation, an aortic 
type aneurysm, most probably syphilitic 
in origin. 

2. A secondary accompanying pneumoni- 
tis with atelectasis at the right base. 


Question: 
Is either one of those films a portable 
film? 


Dr. Ravel: 

Neither one is portable. These are both 
6 ft. films, and the only changes that | can 
identify are those that are very obvious. If 
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there is something hidden here like a car- 
cinoma, metastases to the mediastinum or a 
bronchogenic lesion, I can’t identify it on 
these films. 


DIFFERENTIAL DIAGNOSIS: 
Dr. Charles P. C. Logsdon: 


There are two or three things that im- 
pressed me about the history: 1. the patient 
had a three months history of asthma; 
2. three days before he came into the hos- 
pital he developed a cold with a productive 
cough; 3. 12 hours before he came into the 
hospital he lost consciousness, following 
which he was brought in very dyspeneic and 
asthmatic. I saw the patient at the time he 
was brought in or came in to the accident 
room, three months, I believe, before admis- 
sion. At that time there didn’t seem to be 
anything unusual about the man, except that 
he had bronchospasm. I examined him very 
briefly on my way from the clinic over to 
the hospital and found no evidence of cardiac 
asthma, and he was sent home. It is of course, 
rather unusual for a man of that age to devel- 
op bronchial asthma when he should be devel- 
oping cardiac asthma. A few months later he 
showed up again. When I saw him this time 
he was on the operating table upstairs af- 
ter having been in the hospital for several 
days. At that time he was quite cyanotic; 
his face and his arms and hands were a little 
bit puffy, and he was having a great deal of 
respiratory difficulty. However, he did not 
appear to be a patient dying of status asth- 
maticus although there was considerable ex- 
piratory and inspiratory wheezing. 


No Pain 


All this man’s illness — the onset, the in- 
termittent bouts of asthma, the different 
developments and the progression of his ill- 
ness were all unaccompanied by pain. Pain 
was something that the man had never com- 
plained of. While we do have dissecting aneu- 
rysms without pain, I dare say that no dissect- 
ing aneurysm that had been as intermittent 
inits development and progression as this one 
would ever terminate without pain at some 
time or other in the course of the aneurysm. 
Too, we would have to assume that it had 
been a dissecting aneurysm from the very 
first because we do have an aneurysm. Dis- 
secting and syphilitic aneurysms are two 
different pathological conditions and if it is 
a syphilitic aneurysm, that almost excludes 
dissection. It will rupture but it won’t dis- 
sect. So I find it very hard to believe that 
the man did have a dissecting aneurysm. At 
the time he was in the operating room, his 
heart sounds were very faint but he, at least 
on physical examination and radiographical- 
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ly too, seemed to have quite a lot of lung 
space. The question of coronary occlusion 
was not seriously considered because of the 
electrocardiogram which was taken on this 
admission. 


Diagnosis 


So the only diagnosis that I think is very 
feasible, very tenable, is the diagnosis of 
aneurysm, probably syphilitic with an inter- 
mittently developing pressure on the trachea 
and on the right bronchus. The episode of 
loss of consciousness, I wouldn’t know exact- 
ly how to interpret. That is seen rather fre- 
quently in dissection of the aorta but just 
how it would occur here I don’t know. 
Terminally I presume from the appearance 
of the man that he was obstructing the su- 
perior vena cava as well as the trachea and 
bronchus. He had a very unusual blood 
count; as I recall he had over 90 percent 
polys. The last time that I discussed a case 
here I ignored a white blood count of that 
type and it turned out to be very important. 
I presume that it was produced here by the 
pneumonitis that was seen at the right base. 
Those are about the only diagnoses that I 
think are tenable. 


Dr. Bornstein: 

Thank you, Dr. Logsdon. How do you in- 
terpret his asthma? I am not quite clear on 
that point. 

Dr. Logsdon: 

Pressure on the trachea and on the bron- 
chus. Naturally you would expect a certain 
amount of reflex spasm too. 

Dr. Bornstein: 
A more or less mechanical thing then. 


Dr. Logsdon: 
Yes, mechanical and reflex. 


Dr. Jack C. Postlewaite: 

An aneurysm of the ascending aorta is the 
aneurysm of symptoms, the transverse aorta 
is the aneurysm of signs, the posterior is the 
silent one, isn’t it? 

Dr. Logsdon: 

Yes. 

Dr. Postlewaite: 

Which is this one? 


Dr. Logsdon: 

This one is an aneurysm of signs. 
Dr. Postlewaite: 

Do we have any? 


Dr. Logsdon: 
Yes. He had tracheal deviation. 


Dr. Postlewaite: 
He did have. How about Horner’s and so 
forth? 


Dr. Logsdon: 

He did not have that. As for the dif- 
ference in arterial pulsations on the two 
sides, I don’t think that it would be reliable 
in a patient in the condition that this man 
was in. 


Dr. Postlewaite: 
Is this admission the only record of the 
patient’s blood pressure being hypertensive? 


Dr. Logsdon: 
When I saw him first in the emergency 
room he was not hypertensive. 


Dr. Postlewaite: 

Well, the only problem that I’ve thought 
to bring up is the differential diagnosis. To 
me this is a mass in the mediastinum. Now 
the question is we may all have seen red 
herrings in diagnosing this thing as vascular 
in origin at all. If this were a dissecting 
aneurysm one would have expected his prob- 
lem to be bleeding to death. He would have 
had findings perhaps of pulmonary conges- 
tion secondary to obstruction. Bronchial 
obstruction by a dissecting aneurysm is cer- 
tainly a terminal affair. Those patients die 
by having a cardiac tamponade. It does not 
seem to be the problem that has occurred in 
this patient. Now other infectious origins of 
aneurysm are perhaps minor compared to 
syphilis. One must consider then another 
cause of mediastinal mass. From the stand- 
point of degenerative disease, Dr. Logsdon 
has mentioned the case for arteriosclerosis, 
and from the standpoint of any metabolic 
problem of the mediastinum, this man is too 
old to have lived that long to have created 
any of the peculiar problems associated with 
lipoid diseases and so forth. I suggest that 
Dr. Logsdon is right, that it is a syphilitic 
aneurysm, 


CLINICAL DIAGNOSIS: Chronic asthma. 
DR. LOGSDON’S DIAGNOSIS: Syphilitic 


aneurysm. 


ANATOMICAL DIAGNOSIS: Bronchial asth- 
ma; bronchopneumonia of left lower 
lobe; syphilitic aortitis; aneurysm of aor- 
ta with compression of trachea. 


PATHOLOGICAL DISCUSSION: 
Dr. F. P. Bornstein 


All the essential findings were in the chest. 
The heart was not particularly remarkable. 
It certainly was not hypertrophied. Directly 
above the aortic valve, the aorta was con- 
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siderably dilated. The intima of the aorta 
was grayish-white and thickened and with 
the typical grayish-white scars of syphilitic 
aortitis. In the region of the arch the aorta 
formed an aneurysmal dilatation which mea- 
sured 10 cm. in greatest diameter. The inner 
surface of the aneurysm was covered partial- 
ly by intima, partially by large masses of 
thrombotic material such as are commonly 
found in an aneurysmal sac. The aneurysm 
extended posteriorly and compressed the 
trachea to a considerable extent and the 
trachea was pushed over to the right. The 
maximum point of compression was directly 
above the bifurcation of the aorta. Both 
lungs were hyperextended. Upon opening 
the bronchi the entire bronchial tree was 
filled with thick mucinous material which 
extended through the smaller branches of the 
bronchi, a picture typical of status asth- 
mathicus due to bronchial asthma. 


Typical Signs 


Microscopically, the aorta showed the typ- 
ical signs of syphilitic aortitis. As far as the 
lungs are concerned, the following items 
were present: a thickening of the bronchial 
mucosa with hypertrophy of the epithelial 
layers and of the glands and lymphocytic 
infiltration; eosinophilic infiltration was 
absent. In addition, the left lower lobe was 
consolidated and showed the typical picture 
of a chronic organizing pneumonia. This 
probably explains the white count. 

I am a little bit unsure of interpreting the 
whole picture. I have asked several people, 
and I think Dr. Logsdon believes that simple 
mechanical compression of the trachea and 
the main bronchi can produce a picture in- 
distinguishible from genuine asthma. Like 
many other conditions, asthma as an ana- 
tomical condition is better diagnosed grossly 
than from the microscope, being a func- 
tional state. You can take a piece of skin 
and diagnose measles; and under the mi- 
croscope you cannot, and I think the same 
is true of the asthmatic lung. Had I just 
seen this lung without knowing about the 
aneurysm, I would have been quite convinced 
that this man died in a status asthmaticus 
complicated by a bronchopneumonia. 


Question: 
Was there atelectasis? 


Dr. Bornstein: 

No, not particularly noticeable. You know, 
atelectasis is a variable condition and de- 
pends on how much obstruction there was 
at a certain time. 


Question: 
How about pneumonia? 
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Dr. Bornstein: 
The lower half of the left lower lobe. 


Question: 
Nothing on the right? 


Dr. Bornstein: 
Nothing on the right. 


Question: 
Except for the pneumonia, were all the 
other lobes equally affected with emphysema? 


Dr. Bornstein: 

Yes, the remarkable part of that were 
the smaller bronchi. Histologically wherever 
you looked, you had emphysema, lymphocytic 
foci and the glands densely infiltrated but 
no eosinophils anywhere, but it isn’t even 
necessary to have eosinophils to make a 
diagnosis of asthma. 


Question: 
Was the patient given any anti-luetic 
treatment after the suggestion in July? 


Dr. Bornstein: 

I didn’t see any in the chart. I saw 
aminophylline. I didn’t see any cortisone 
which I thought might have explained the 
absence of the eosinophils, but we have to 
explain it without that. I’d like to know from 
the clinicians whether they feel that com- 
pression such as that can give you the asth- 
matic picture without any underlying bron- 
chial asthma. That seems to me to be the 
problem in this case. 


A Physician: 

Well, actually I think we see a lot of main 
bronchus compression. I bet that Dr. Cohen 
has seen more than I’ll ever see, with the 
malignant diseases and their metastases to 
the mediastinum. My impression is that to 
get an asthmatic picture, either the patient 
has bronchospasms due to infection or due 
to a sensitivity disease or finally due to con- 
gestive failure which we call cardiac asthma. 
Those cardiac asthmatics often are the black 
asthmatics, and they are not hard to tell. 


Dr. Bornstein: 

The cardiac asthmatics are easy to tell, 
I mean pathologically. You find a brown in- 
duration of the lung and you find heart 
failure cells and all that goes with it, but we 
didn’t have that here. I feel sure that we 
can exclude this as a cardiac asthma, because 
the structural changes in these lungs are not 
the ones of cardiac asthma. 


A Physician: 

I recall a patient whom I had treated sev- 
eral times for bronchial asthma. She re- 
sponded very well to aminophyllin and other 
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anti-asthmatic remedies until finally some- 
one else was smart enough to do a bronchos- 
copy on her and found a tumor of the larynx. 
Removal of the tumor cured that patient of 
her asthma. The moral of the story is, al- 
though her difficulties turned out to be a 
tumor in the larynx, her response to ami- 
nophylline and other anti-asthmatic remedies 
were certainly characteristic of an ordinary 
bronchial asthma. 


Dr. Cohen: 

We get a so-called local asthma in patients 
with obstruction of any portion of the 
bronchial tree. We get typical asthmatic 
symptoms over a single area depending upon 
the location of the obstruction. It brings out 
a point: had we been smart enough to say 
that this man had something obstructing 
both his bronchi and that he had asthma, 
what might have been done other than was 
done to have improved his condition? Where 
was the site of the obstruction? 


Dr. Bornstein: 
Right above the bifurcation. 


Dr. Cohen: 

I wonder if a tracheotomy may not have 
helped this man quite a little bit. It would 
have done two things: 1. it would have given 
him an airway; and 2. it would have allowed 
the suction of his secretions. 


Dr. Bornstein: 

The impressive thing is that there are 
two factors: 1. the shutting off of the main 
branch by the aneurysm; and 2. the obstruc- 
tion of everything, including the smallest 
bronchioli by the thick mucinous material. 


Dr. Appel: 

Dr. Bornstein would be the one to tell us 
more about the course of syphilitic aneu- 
rysms of the aorta, and whether or not this 
is very common, because the disease is so 
uncommon nowadays that youngsters such 
as I don’t see very much of it except at the 
chronic disease hospital. I would like to ask 
you — in your experience as a pathologist, 
and seeing aortic arch aneurysms which pro- 
duce tracheal compression, if any mention 
was ever made about the fact that these 
people for some time develop an irritating 
disease of the lung which simulates bronchial 
asthma. 


Dr. Bornstein: 
No, I have never seen it. I can’t find it 
mentioned anywhere in the books. I have 
never seen this particular complication, but 
as I said I am very much impressed with the 
(Continued on Page 565) 
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Narcosynthesis in the Treatment of Cerebral Palsy 
By HERBERT E. Hipps, M.D., F.A.C.S., Waco, TEXAS 


There is an associated psychic factor that 
is present to some degree in every known 
organic disease. Particularly is this true in 
diseases that produce crippling. 

A child’s personality may change complete- 
ly after he becomes crippled. An emotionally 
normal, mentally alert, cooperative child 
often becomes shy, retiring, an introvert, 
after he becomes crippled. He often loses in- 
terest in his surroundings. He may become 
dull and apathetic. Sometimes he “gives up” ; 
sometimes he becomes antagonistic and fre- 
quently he becomes markedly uncooperative. 

When these psychic changes occur they 
affect, usually adversely, his further prog- 
ress. Thus the mind, though perhaps prima- 
rily uninvolved by the disease process, be- 
comes a definite secondary factor in ac- 
centuating or prolonging his disability. 


Physic Factor 


Why can not this psychic factor be present 
also in the Cerebral Palsy patient? 

A high percentage of these Cerebral Palsy 
children have good minds. As the child 
grows old enough to become cognizant of his 
disability, he becomes self-conscious and 
embarrassed. Embarrassment leads to clum- 
siness, thus his mental condition accentuates 
the existing motor disability. 

We have seen, frequently, an older child 
with one arm severely involved, an almost 
useless member, but the parents insist that 
the child could, and did, use the arm much 
i when he was only two or three years 
old. 


Regression 

Is this regression of function in that ex- 
tremity to be explained by a progressive 
impairment of his Cerebral motor pathways, 
or may it not be possible that this hand 
function has regressed because of his mental 
and emotional attitude toward the hand 
disability? 

Could not the fear of ridicule and embar- 
rassment produce a mental block toward the 
use of that hand thus cause him to “hide” 
it and not use it to avoid calling attention 
of others to it? If this is true, then his hand 
function may have regressed because of the 
effect of his mind on the hand. 

Is it not possible, also, that the Cerebral 
Palsy child who is overpetted, or pampered, 
or who is favored at home, because of his 
disability, could not desire to get well since 


he realizes that his handicaps is the reason © 


he is favored? 


Much Effort 


Just recently, I saw a five year old child 
who had, apparently, a useless spastic right 
hand and arm. Much effort had been ex- 
pended in trying to get him to use this hand, 
without avail. One day the chair in which 
the child was sitting nearly turned over, and 
the child quickly grabbed both handles of 
the chair with both hands. If this child had 
a completely useless hand from an extreme 
degree of intracerebral involvement, then 
why was he able to use that hand so well to 
prevent his falling? 

Is it not possible that there might be some 
psychic factor present here which we must 
overcome to make the child learn to use that 
arm? 

I have seen patients with some definite 
central nervous system pathology, such as 
Multiple Sclerosis, who could not move one 
extremity voluntarily but under narcosyn- 
thesis that patient did move his extremity in 
the way he was commanded to do. 

These facts, plus pure unadulterated cu- 
riosity, led us to carry out the following 
experiments. 


How Tests Were Carried Out 


Twelve Cerebral Palsy patients, ages 8 to 
23, with upper extremity involvement, were 
selected for this study. Eight were Spastics 
and four were Athetoids. 

The degree of muscle control in the in- 
volved extremity was measured in each of 
them prior to the narcosynthesis with three 
accurate tests. Then the patient was taken 
to a quiet darkened room, and a small amount 
of Pentothal-Sodium was injected slowly. 
While it was being given, we suggested to 
him constantly and repeatedly that when he 
awoke he would use his arm better. We told 
him that he need not be embarrassed, that 
he positively could use his arm better, and 
that he could learn to use it as well as any- 
one, if only he tried hard enough and worked 
long enough at it. We constantly, monoto- 
nously reiterated that he would use his arm 
better when he awoke. Usually the child was 
allowed to sleep for fifteen to twenty min- 
utes after we left the room. Then he was 
awakened and was taken to the same room 
where the preliminary tests were given, and 
the same tests were repeated. 


TESTS AND MEASUREMENTS USED 
(1) Circle Coloring Test 


A five inch circle was made on an 8% x 11 
inch white sheet of paper. This paper was 


- = 
4 


DECEMBER, 1954 SOUTHWESTERN MEDICINE Page 565 
NARCOSYNTHESIS IN THE TREATMENT 
CEREBRAL PALSY 
NAME AGE TYPE FIRST TEST 
A.H. 12 Athetoid Improved No No 
S.J. 16 Athetoid Improved Improved Improved 
34. 10 Spastic Improved No No 
K.B. 15 Athetoid Improved Improved Improved 
W.H. 23 Spastic Improved Improved Improved 
V.B. 14 Spastic Improved Improved Improved 
D.R. 15 Spastic Improved No No 
T.H. 14 Athetoid Improved Improved Improved 
AW. 8 Spastic Improved No Improved 
T.R. 10 Spastic Improved Improved Improved 
G.H. Spastic Improved Improved Improved 
H.H 12 Spastic Improved Improved Improved 


firmly fixed on a table in front of the pa- 
tient. The patient was seated in a chair, he 
was given a crayon, and he was told to color 
the circle. He was given a specific period of 
time to do so. 

The before and after tests were always 
run in the same room, in the same chair, at 
the same table, and with the same size circle, 
same crayon, and of course, again giving 
him the same specific period of time to work 
in. 

(2) Bead Stringing Test 


The patient was given some beads to thread. 
The number of beads he could thread in a 
specified unit of time served as a measure- 
ment. This test, too, was always carried out 
in the same room, with the same beads, un- 
der identical conditions in each instance. 


(3) Peg Transference Test 


Eight pegs were placed in eight red holes 
on one side of a peg board. The child was 
asked to transfer these eight pegs from the 
left side of the board to corresponding blue 
holes on the opposite side of the board. The 
period of time necessary for him to effect 
this transfer served as an accurate measure- 
ment of the muscle coordination in that arm. 


Results 


The table gives most of the data. 

Almost all of the patients showed an im- 
provement immediately after the narcosyn- 
thesis treatment, but when the same tests 
were carried out the next day and one week 
later without preliminary narcosynthesis the 
degree of improvement was not so great. 

No child was made worse. 

Three children became more cooperative 
in their work, in that they worked longer 
and harder each day without constant ad- 
monitions from the physical therapist. 


Conclusions 


It is strongly probable that an allied 
psychic factor does exist in most cases of 
Cerebral Palsy. 

Treatment of this psychic factor probably 


will improve our results in the handling of 
these patients. 

We realize, after having talked with psy- 
chiatrists and after having read a lot of 
literature on the subject, that narcosynthesis 
itself is not one of the better forms of psy- 
chiatric treatment, hence we shall not at- 
tempt to say whether this psychic factor 
should be treated by narcosynthesis or by 
some other psychiatric method. 

We do believe however, that the Psychia- 
trist should be called into consultation to 
help in the treatment of many of these pa- 
tients and certainly this aspect of the teach- 
ing-training program of the Cerebral Pal- 
sied needs more study to determine its true 
worth. 
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fact that anatomically these lungs looked 
very much like lungs of a status asthmaticus. 


Dr. Postlewaite: 

I’d like to say one more thing. From the 
description of the physical findings here as 
given on the first page of the history, one 
would be hard pressed to imagine that there 
was chronic emphysema or distention in 
these lungs. The excursion of the diaphragm 
was small, and nowhere is there mention 
made of hyper-resonance to percussion. It 
says dullness to percussion at the right base. 
The breath sounds were increased rather 
than decreased. Yet, the anterior-posterior 
diameter of his chest was increased. There 
was no evidence on chest films of left lobe 
pneumonia, which appears to be quite chronic 
in your postmortem protocol. This just shows 
how we can overlook a pulmonary infection 
or pneumonia in the presence of pulmonary 
emphysema. I think, if we see a temperature 
and a high blood count in a patient like this, 
that should be tip off enough, especially with 
a sputum containing pneumococci, to treat 
them very strenously for pneumonia. 


Krout, Robert M. 
U. S. Armed 


